Lengthy Period of Incarceration as Personal Treatment Goal
Dear Editor: I present a highly atypical case of a young male forensic patient who perpetrated 2 serious criminal code offences to ensure a maximal prison sentence.
Case Report
An 18-year-old, single male with a high school education was referred for a court-ordered psychological assessment to determine his fitness to stand trial and criminal responsibility for 2 sequential armed bank robberies. These robberies were carefully planned and perpetrated on the same day for the purpose of attaining a lengthy period of incarceration (ideally, between 4 and 12 years, according to the patient). The patient believed that incarceration would allow him to lead a stress-free and "interesting" existence and to enjoy the free services provided by prisons, such as schooling and gym activities. No clinical evidence supported either his lack of fitness for trial or his candidacy for a defence of "not criminally responsible on account of mental disorder" (NCRMD), and he was subsequently convicted and sentenced by a judge to less than 2 years in a provincial jail.
Physical assessments (that is, computerized transaxial tomography, ECG, urinalysis, hematology, and clinical chemistry testing) yielded no findings that could account for the patient's behaviour. Collateral history revealed no prior contacts with the criminal justice system, no history of violence against either self or others, and a community perception of the patient as "a really good kid" and "the poster boy, baby sitting in the neighbourhood." However, the patient reported to the police that he had had "thoughts of harming and killing others" for as long as he could remember. He also reported to psychological examiners that he had experienced suicidal thoughts (for example, slashing or hanging) since age 4 years but had never made any attempts other than harmless self-injurious gestures. His overt mental status was unremarkable, although he verbally (and upon psychometric examination) endorsed every symptom of mental illness that was queried, while evidencing a dearth of remorse for the distress he had caused to both the victims of his crime and to his family. He expressed having negative feelings toward his family since age 6 years and currently wanting no contact with them; his parents held opposing perceptions regarding this issue.
Ample evidence of a malingered clinical presentation (1) was available. The patient articulately described continuous auditory hallucinations, although hallucinations are generally intermittent and usually (88%) associated with delusions (of which he displayed no evidence). The patient reported the presence of command hallucinations in stilted language (for example, voices telling him to exercise or walk), but the (usually) associated noncommand hallucinations (85%) and (or) delusions (75%) were absent. Although auditory hallucinations are most often (88%) perceived as originating outside the head, the patient stated the opposite. He displayed no evidence of distraction from voices during clinical interviews. Marked evasiveness was present; for example, the patient stated that it was "possible" that he was experiencing the various queried symptoms. Similarly, inconsistencies existed between patient-reported and clinically observed symptoms; for example, his concentration was good, although he reported that it was not. As he acquired knowledge, the patient also modified his personal history to agree with psychopathology indicators. However, psychotic provenances for such crimes as rape, robbery, and cheque forging have been found to be unusual. Finally, a psychometric examination with the Millon Clinical Multiaxial Inventory-III (MCMI-III) was consistent with malingering Both hallmark and numerous related symptoms of borderline personality disorder (2,3) were also present. These included intense anger, inability to tolerate even minimal levels of stress, obsession with controlling relationships and termination of relationships that became close, a farrago of psychotic-like and other serious symptoms redolent of multiple diagnostic impressions, suicidal thoughts and gestures, excessive dependency, and undermining the realization of personal goals.
To my knowledge, this is the first description of a case of criminal behaviour motivated by the desire for a lengthy period of incarceration that was in turn engendered by the characteristics of a specific psychological disorder, namely, borderline personality disorder.
Larry C Litman, PhD, CPsych, FACAPP, FPPR, FSMI, FICPP, FSICPP London, Ontario
Autoamputation in Psychosis: Diagnostic Issues
Dear Editor:
Self-mutilation (SM) is a rare but extreme manifestation of mental illness. A review on the topic defined this act as "the commission of deliberate harm to one's own body severe enough to cause tissue damage," excluding conscious suicidal attempts or acts associated with sexual arousal (1) . SM is most commonly seen in 4 populations: persons with mental retardation, persons suffering from psychosis, persons in prison (where it is associated with antisocial personality disorder [APD]), and persons with borderline personality disorder (BPD).
Case Report
A 38-year-old man with a history of psychosis was transferred from a Christian retreat. He had amputated his left thumb with a paring knife because a voice that he said was God's told him he had sinned by "holding [his thumb] up to God." On initial presentation, he had a blunted affect, severe thought blocking, and obvious interaction with internal stimuli, as well as a fixed hyperreligious delusional system. He had no insight into either his physical or psychic symptoms and denied any suicidal ideation. A drug screen and organic workup were negative, and antipsychotics were started. The plastic surgery service was consulted to reattach the severed digit. After surgery, his hallucinations improved dramatically, although his delusional beliefs were slower to recede.
During the admission, the Minnesota Multiphasic Personality Inventory (MMPI) was administered. Scores suggesting psychosis were high and "consistent with [the possibility that] people who have very deviant religious convictions acting out in asocial or antisocial ways may be obsessed with sexual thoughts" (psychologist's report, unpublished). These interpretations were consistent with a past diagnosis of APD, a history of cross-dressing, and an arrest for public masturbation. The patient was very troubled by his "sinful" sexual urges in the context of the extremely puritanical Christian belief system that he held when not suffering from psychosis.
Autoamputation of limbs or digits, one severe aspect of SM, is very rare. A case series review found 13 cases from 1966 until this case; all these individuals suffered from psychosis, and 5 endorsed religious delusion (2) . A small case series found 2 statistically significant factors that predicted SM in individuals with psychosis: a self-imposed change in physical appearance, and a prior act of self-mutilation (3). Others have stated that patients with command hallucinations, particularly of a religious nature, are also at risk; however, there is little evidence to support this (4).
This case is unique, not only in illustrating the extent to which psychosis can manifest itself but also in illustrating the diagnostic challenges that such events can generate. While this patient clearly had a psychotic episode, he also had traits of an APD, and it remains unclear whether there was an antisocial element to his act. A case series of deliberate self-stabbings delineated 2 groups who committed this act: individuals suffering from psychosis and those with APD (5); however, a distinction cannot always be made. This case shows the need to take into account not only the illness present but also contributing psychosocial factors when a presentation is difficult to understand. In addition, one must be vigilant in assessing individuals at risk for SM to prevent further medical comorbidity, or even death.
